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Enrollment Instructions

“Working to protect, preserve and promote the health and safety of the people
of Michigan by listening, communicating and educating our providers, in order
to effectively resolve issues and enable providers to find solutions within our
industry. We are committed to establishing customer trust and value by
providing a quality experience the first time, every time.”

-Provider Relations




New Provider Enrollment Instructions

* Anyone becoming a new Home Help agency provider
e Register for Single Sign On and CHAMPS

e Fill out the New Provider Enrollment Application

e Track Your Application

***Have paper and a writing utensil nearby

***You must complete the application within 30 days of beginning it

Call the Provider Support Helpline if you need assistance:
1-800-979-4662




Register for Single Sign On and
CHAMPS

Single Sign On is a website that allows a user to enter one
name and password in order to access multiple applications.

CHAMPS is the Community Health Automated Medicaid
Processing System. Providers will enroll, update enrollment
Information, and report services performed in this system.




Open your web browser (e.g. Internet Explorer, Google Chrome, Mozilla
Firefox, etc.) and type https://sso.state.mi.us/ into the search bar.

@ Google - Windows Internet Explorer

@ O 9| !E’ https://sso.state.mi.us/ !

5y Favorites 95 2 Logon

JB Google l |

+You Search Images Maps Play YouTube News Gmail More




Providers must register a SSO User ID before gaining access to the site.
Select the Register button from the State of Michigan Single Sign On page.

State of Michigan Single Sign_Of’ i

INT

Please Login or Sign-Up to use Single Sign-On

[ogn ——————————— |

User ID: If you are a new user to Single Sign-On, click Register to
create your User ID and Password.

Password:

] e |
|

Forgot Password?

If you have forgotten your password, click Need Password.
Single Sign-On system will email you a new temporary
password.

Need Password

Michigan.gov Home | Help/FAQs | Contact Us




Fill in the required information, indicated by the star (*): First Name, Last
Name, and Email Address.

Make sure the email address is correct as a temporary password will be sent
there."

Click Continue .

State of Michigan Single Sign_Ot_ :

REGISTRATION- Step 1

* Indicates required field

First Name * | \

Middle Initial [ ]

Last Name * | \

Email Address * | |

NOTE: Users who have been assigned a State of Michigan email address must use this address to register.

I Continue ICIear

Copyright © 2008 State Of Michigan. All rights reserved

T1f you currently do not have an email address, you can create one for free
from a number of service providers. A simple internet search for “free email
account” will display several options.




Enter a four digit number, or click to allow the system to generate one for

you.
Type the number outlined in blue in the empty white box above (this is a

security measure).
Click Continue .

o An £

State of Michigan Single Sign_Oj

REGISTRATION- Step 2

Please Enter a four digit number to create a unique UserlD  : | doej |3636 Why should | enter this number?

(CR)
Please generate a random four digit number for me :OYes @No

Enter the number as it is shown in the box below * : 21853

21653

Copyright © 2008 State Of Michigan. All rights reserved




You will receive a confirmation page as shown below. The information you
entered is displayed for review before it is submitted to the SSO system.

If corrections need to be made, click Back and make corrections.

If the information is correct, click Submit .

o~

State of Michigan Single Sign On_’

USER REGISTRATION CONFIRMATION

Please review the following information.Click Submit

First Name : John

Initial . . ) .

Cant Ngme - D Confirm information is correct
Email Address : doej51487@gmail.com

Your User Id will be : doej3636

| Back| || Submit |

Copyright © 2008 State Of Michigan. All rights reserved




Click Close button.

State of Michigan Single Sign O ) —

Your request to be registered to the Michigan Web Site is being processed. You will receive an Email within 24 hours
with your User Id and password.

Close

Copyright © 2008 State Of Michigan. All rights reserved




A dialog box identical to the one below will appear.
Click yes.

Windows Internet Explorer ‘-’Lﬁ"‘J

le The webpage you are viewing is trying to close the window.

&

Do you want to close this window?

e e




An email will be sent to the email address you supplied in the registration
process. Check that email for a message from
SSO_Administrator@michigan.gov that includes your User ID and

Temporary Password

**NOTE: You will only have 48 hours to use the temporary password before it expires.

**NOTE: You may need to check your Junk or SPAM Mail folders as sometimes this email
will be sent there instead of your inbox. Please make sure your email will allow you to
receive emails from SSO_Administrator@michigan.gov.

***All user accounts
are created with a
temporary password
that can only be used
once and must be
used within the 48
hour time frame.

User Id: doej3636
Password: Svukmag)

+“ B (1] ] | D~ More ~
New Userld Information from State of Michigan Single Sign ON  inbox  x = |E
SSO_Administrator@michigan.gov 7:19 AM {14 minutes ago) - -

to me ||

Michigan Business OneStop Users click here to login

All Other Application Users click here to login

The following new Userld has been created for you:

Owner Name: John Doe

ﬁme of service provision: Aug 13, 2014 0?:1 9:23 EDT

If you are a new Single Sign On account user and have any problems accessing your account, please
contact the State of Michigan Client Service Center at 241-9700 or 1-800-968-2644.




The email includes a link back to the SSO login page to change the

password.
Click the All Other Application Users click here to login link.

**NOTE: If the link is broken or does not direct you back to the SSO login (see next step),
enter https://sso.state.mi.us/ _ into the search bar of your web browser.

“— (3] o [] - L The More ~
New Userld Information from State of Michigan Single Sign ON  inbox  x = |E
S50_TESTAdministrator@michigan.gov 719 AM {14 minutes ago) =~ -

to me |~

Michigan Business OneStop Users click here to login

All Other Application Users click here to login

The following new Userld has been created for you:

Owner Name: John Doe
User Id: doej3636
Password: Svukm88j
Time of service provision: Aug 13, 2014 07:19:23 EDT

If you are a new Single Sign On account user and have any problems accessing your account, please
contact the State of Michigan Client Service Center at 241-9700 or 1-800-968-2544 .




Enter your User ID and temporary password in the corresponding boxes
In the SSO login. Click Login.

**NOTE: Highlight your temporary password from the email by double-clicking on it,
right click on the highlighted password, and select copy from the menu. Then right
click the password box in SSO and select paste from the menu.

"' ﬂ o i . i ‘ r More ¥ - - - - H— l.‘M-:-l.]
State of Michigan Single Sign On_
I New Userld Information from State of Michigan Single Sign ON mor + & 8 e
$50_TESTAdminishator@michigan.gov TH0AM (tdmindesago) &+ BleAsell ogin.of Slgn-Up o uss Glngle Slgn-Qn
tome «
Michigan Business OneStop Users click here fo login
All Other Application Users cfick here to login ec e
doej363
Q Password:
The following new Userld has been created for you: — [enreeee
(Owner Name: John Dog /Z/ —
User Id: dogj3536 / o Pesnond?
Password: SYUKMSE]
- — — If you have forgotten your password, click Need Password.
Time of service provision: Aug 13, 2014 07:19:23 EDT Single Sign-COn system will email you a new temporary
password.
s
ne

[Fyou are & new Single Sign On account user and have any problems accessing your account, please
contact the State of Michigan Client Service Center at 241-9700 or 1-800-956-2644.




Because the password is temporary, you will be informed the password
has “expired” and will be prompted to change it.

Copy and paste the old password in the corresponding box.

Choose a new password and enter it in the two corresponding boxes.
Click Change Password.

**NOTE: The password is upper- and lower-case sensitive, so be sure to enter it
correctly both times (e.g. “PassWord11” is different than password1l).

**NOTE: Passwords will only be accepted if they abide by all of the password rules
listed on this page.

State of MichiganSingIe,Sign_Ofnrz&__

User doej3636's password has expired

Input old passiword ; I:l Changes to password rules:
Input new password : I:I Password rules are changing because of increased security.
Confim new password - |:| Flease note new password rules below.
Password rules are:
Change Password

= Minimum password length is 8

= Previous 10 passwords cannot be reused

« Password must contain at least one letter and one number
« Passwords are case sensitive

= Maximum number of repeated characters is 2

« Password cannot be same as userid or user name




You will be taken to a screen with four Challenge/Response questions.
Answer all four questions and confirm your answers in the second column.
Click OK.

This allows you to reset your password in the event you forget it in the
future.

**NOTE: These answers are not case sensitive.

State of Michigan Single Sign_d

User ID: scotts14

Change Challenge/Response Answers

Change your answers and click OK. You must provide an answer to each challenge.
Answers are not case sensitive.

What is the name of the city in which you were born?

Answer: (sessssss Confirmi Answer: (esssssss

Answer; (ssssssss Confirm Answer:. (eesssses

Answer. [ssessses | Confirm Answer: | -------- |

\What are the last four {4) digits of your social security number?

Answer: |esssases Confirm Answer: |[esssssse

Cancel




The following screens will be displayed.
Click OK on the first.

Click Done on the second.

You will be returned to the Application Portal.

State of Michigan Single Sign_Oj

User ID; doej3636

Change Challenge/Response Answers

Your challenge/response answers have been updated.

State of Michigan Single Sig n__O‘_H__

|User ID: doej3636

Account Maintenance

® Change My Personal Information
® Change My Password
e Change My Challenge/Response Answers




Below is a picture of the Application Portal page.
To subscribe to CHAMPS, click on the Subscribe to Applications
hyperlink.

State of Michigan Single Sign On

Application Portal

WELCOME John Doe,

Your password will expire in 121 days.

You are NOT currently subscribed for any applications. If you wish to subscribe for application
access please click on the Subscribe to Applications link below.

Subscribe fo Applications

ACCOUNT Maenance Sign Off




Below is a picture of the Subscription page.

From the first drop-down menu, select DCH-CHAMPS.
From the second drop-down menu, select CHAMPS.
Click Next.

.

g ,f" A

State of Michigan Single Sign O

s

State of Michigan Single Sign O

SUBSCRIPTION

Please Select from the list SUBSCRIPTION |

Dept of Community health |Select App v |

Dept of Community health Please Select from the fist
Dept of Civil Service

Dept of Human Services ‘DCH—CHAMPS Y

Dept of MNatural Rezsources
Dept of Treasury
Dept of Licensing and Regulatory Affairs

Dept of Stat P

ngt gi Teif?nology Management and Budget Back CHAMPS - ICD10 Paralle/B28
Deptof T i

e — CHAMPS - Outreach(Stat Users Onl|

CHAMPS - Production CM Toolkit

-

Select App v

CHAMPS

DCH<CHAMPS

Center for Educational Performance and Information (CEPI) CHAMPS - Siebel(State Users Only)
ﬁi”ﬁg;ﬁ rssamr:: SS'H“JS“EM Copyright © 2008 State Of Michigan. All rights reserved




Enter your agency’s phone number, including the area code and dashes
(For example, 123-456-7890)

Choose Provider/Other for CHAMPS User Type.

Click Continue .

State of Michigan Single Sign_O_j : A AN

Community Health Automated Medicaid Processing System (CHAMP S) Subscription

* Indicates required field

Work Phone® Your E-mail*

doej51487@gmail.com

(Include area code eg: 517-123-3456)
CHAMPS User Type®
@ Provider/Other | O State User Ounly

[ Continue ]I[ Fieset] lBack]

Copyright © 2008 State Of Michigan. All rights reserved




Review the following information.
If anything needs to be changed, click Back.
If everything is correct, click Confirm.

State of Michigan Single Sign_OT |

User Enrollment Confirmation For: CHAMPS - HealthBeat

Please review the following information.Click Confirm or Back.

— User Info
User ID : doej3636
Email Address : doej51487@gmail.com
Full HName : John Dee
Phone Number : 999-999-9999
CHAMPS . :
UserType : Provider

1
Confirm | | Back

Copyright @ 2008 State Of Michigan. All rights reserved




Click Close to close the window.

Be sure you Sign Off the Application Portal before advancing to the next
step.

Sl Ay

State of Michigan Single Sign On’ ‘3;\___

Your subscription request has been submitted successfully. You will be notified upon approval.

Close

comyriant © 2008 s State of Michigan Single Sign O

Application Portal

WELCONME Jane Doe,

Your password will expire in 121 days.

You are currently subscribed to the following applications:

« CHAMPS

Subscribe to Applications _Add new Roles to Existing Subscription
Account Maintenance I Sign Off




New AGENCY Provider Application

Follow these steps to apply as a new agency.




Sign into the State of Michigan Single Sign On by going to
http://sso.state.mi.us and entering your User ID and Password.
This will take you to the Single Sign On Application Portal.

€ Google - Windows Internet Explorer

@ \./ vllm https://sso.state.mi.us/

i Favorites = 3 I Logen State of Michigan Single Sign On_’
g Google

+You Search Images Maps Play YouTube News

Please Login or Sign-Up to use Single Sign-On

INTERN

User ID:

Password:

\ |

Forgot Password?

If you have forgotten your password, click Need Password.
Single Sign-On system will email you a new temporary
password.

Need Password

Michigan.gov Home | Hel




Below is the display of the Application Portal.

Click on the CHAMPS hyperlink.

Read the MDCH Systems Use Notification on the next page and click

Acknowledge/Agree.

**NOTE: You will have to do this every time you access CHAMPS

-

User ID: doej1111

g

State of Michigan Single Sign On’

State of Michigan Single Sign_OTr{Jl:
—

Application Portal

WELCOME Bill Preston,

Your password will expire in 121 days.

You are currently subscribed to the following applications:

» CHAMPS

Subscribe to Applications Add new Roles to Existing Subscription
Account Maintenance Sign Off

MDCH Systems Use Notification

The Michigan Department of Community Health's (MDCH) computer information systems (systems)
are the property of the State Of Michigan and subject to state and federal laws, rules and regulations.
The systems are intended for use only by authorized persons and only for official state business.

Systems users are prohibited from using any assigned or entrusted access control mechanisms for
any purposes other than those required to perform authorized data exchange with MDCH. Logon IDs
and passwords are never to be shared. Systems users must not disclose any confidential, restricted
or sensitive data to unauthorized persons. Systems users will only access information on the systems
for which they have authorization. Systems users will not use MDCH systems for commercial or
partisan political purposes.

Following industry standards, systems users must securely maintain any information downloaded,
printed, or removed in any format from the systems. When no longer needed, this information must be
destroyed in an appropriate manner specific to the format type.

All users of the systems give their expressed consent to the monitoring of their activities on the
systems. If such monitoring reveals possible evidence of unauthorized or criminal actimity, the evidence
may be provided to administrative or law enforcement officials for disciplinary action and for
progsecution.

By accessing information provided by the Michigan Department of Community Health computer
information systems and clicking on the button below, | acknowledge and agree to abide by all
governing privacy and security terms, conditions, policies and restrictions for each authorized
application.

Acknowledge/Agree | Cancel |




ff_-““
@mns £ Providerv
1~ BitotePsd @ External Links» *My Favaritezy Bt @ Help

]

Below is the display of the CHAMPS homepage for a brand new provider.
Click on New Enrollment (in blue).

# | Provider Enrollment

New Enrollment

Track Application

)

Enroll As A New Provider

Track Exisfing Provider Application




Choose Atypical (non-medical) provider.
Choose Agency (Child Care Institution, Home Help/Personal Care...)
Click the Submit button.

Scott,Sarah * Quick Find Note Pad External Links~ My Favorites > Print Help

_' » Myinbox » NewEnrollment 3 ESV Member List » New Enrollment

#  Enrollment Type L -
Select the Applicable Enrollment Type
@ Individual/Sole Proprietor
@ Regular Individual/Sole Proprietor (Choose this option to be a Medicaid Individual/Sole Proprietor, you may participate in the EHR-MIPP.)
@ EHR-MIPP Only Provider {Choose this option to participate only in EHR-MIPP.)
@ Managed Care Network Provider Only
@ Managed Care Network Provider and EHR
@ Group Practice {Corporation, Partnership, LLC, etc.)
@ Billing Agent
@ Facility’Agency/Organization {FAOQ-Hospital, Nursing Facility, Various Entities)

¢ ContractorfMCO

@ Atypical {non-medical) provider {Choose this option if you do not have a NPI)

@ Individual {Driver, Home Help/Personal Care, Carpenter, etc.)

@ Agency {Child Care Institution, Home Help/Personal Care Agency, Transportation Company, etc.)
Submit

m




Enter the required information, indicated by the asterisk (*).

Click Confirm to verify the EIN/TIN.
Click Finish .

= B |

-
@ Woelcome to MMIS - Windows Internet Explorer
B Print € Help
5 S

Basic Information{Home Help]

Legal Entity Name: {Ac =h eturn})
Entity Business Name: | |1oining Hands Chore Services *(Doing Business As) i EIN/TIN: | 10021052 ?

Contact Email Address:
Emaif-1 | | é

Email-2 |

HPIL:

Email-3 |

Please note that all providers are subject to a criminal background screening that could affect your ability to be paid through the Home Help program.

@ confirm ||| #* Finizh | §@ cancel

i

a o

Page |0: digAddBasicinformationStep1{Provider)
+ Trusted sites | Protected Mode: Off

_ﬂ Done

A v ®R10% v




Write down the Application ID number for future reference.
Click OK.

***NOTE: Be sure to complete and submit your application within 30 days or
your application will be deleted.

" ™
@ Welcome to MMIS - Windows Internet Explorer = | [E] |
B Print @ Help
Application 1D: 2015052389967 3 Hame: Helping Hands Chore Senvices
Basic Infermation -

You have successfully completed the basic information on the Enrollment Application.

@pﬁc&tl’on IDis: 20150528999©

Please make note of this Application ID. This is the number you will be required
to use to track the status of your enrollment application. Without this number,
you will not be able to access your application and your information will be deleted.

Please make sure to complete your application and submit it for State Review within 30
calendar days OR your application will be deleted.

« OK

Page |D: digAddBasicinformationStep3{Provider)

Dane « Trusted sites | Protected Mode: Off va v ®I100% -




Click on the Step 2: Add Locations hyperlink.

Application 10: 2015070966654 Name: Helping Hands Chore Senices

@ Enroll Provider - Atypical Agency A

Business Process Wizard - Provider Enrollment {Atypical Agency). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required (07/08/2015 07/092015 Complate

Step 2 Add Locations Required 07092015 Incomplete Pleaze addivalidate Location,
Step 3: Add Specialties Required Incomplete

Step 4 Add License/Certification/Othar Optianal Incomplete

Step 5: Add Made of Claim Submission/ED| Exchange Required Incomplete

Step 6: Associate Billing Agent Optianal Incomplate

Step 7: Add Provider Contralling InterestOwnership Details Required Incomplete

Step 8: Add Taxonomy Details Optional Incomplete

Step §: Associate MCO Plan Ontional Incomplate

Step 10 339ERA Enroliment Form Optional Incomplete

Step 11; Complete Enrollment Checklist Required Incomplete

Step 12 Submit Enrolimant Application far Approval Required Incomplete

View Page: (co PageCount:1 | g SaveToNLs Viewing Page: 1 ®rist € pPrev | ¥ored 0 Last




Click Add.

% Provider Portal » MNew Enrcllment 3 HIPAA-Exempt Individual Enrollment

Application ID; 20150523989673 Hame: Helping Hands Chare Senvices

To add/modify Pay To, Correspondence and Remittance Advice addresses, click on Location Type hyperlink.

i# | Locations List

Filter By

E ‘@Gu|

O

Doing Business As Location Type

AT AT

No Records




Enter the required information, indicated by an asterisk (*).
Click Validate Address (you cannot go any further without clicking this).

**NOTE: Location Type will always by Primary Practice Location.
**NOTE: Entering the Zip Code will automatically update State, City/Town, and County

& Print @ Help

Application ID: 2015052899967 3 Name: Helping Hands Chore Services

For all locations, Correspondence address is required. For Primary Practice Location, Pay-To address is required. Enter Remittance Advice

addrgss ochly to receive a paper Remittance Advice

Add Provider Location -~

Location Type: | Primary Practice Location El z
Doing Business As: End Date: _

If a department or drawer number is required enter the information in line TWO.
(Fer example: DEPT 222 or DEPARTMENT 222, DRAWR 1111 er CRAWER 1111)

If an attention line is required, please enter the informaticn in Line THREE.

(For example: ATTN: Billing Dept.)

m

Lo s validation successful
Address Line1:| 320 S WALMUT ST |* Address Line 2: | |
TEREr Sieet T nly)
Address Line 3: | | CitylMown: | LAMSING E”*
State/Province: | MICHIGAN E”* County: | IMGHARM E”
Country: | UNITED STATES EH* Zip Code: | 43033 |—| 2014 I]| © Vaidate Address |
IPhone Humber: | (517) 373-2076 |* Extn: | Fax Number: | | Bl
Email Address: | | Web Page: | |
Office Hours: | E” Communication Preference: | CHAMPS Matice E”

cosatrer Mo L]
Accessible: Ma El
Accept 835 English -

{reported at Language{s} Spoken: | Arabic [El|(For Multiple Selection, use Cirl Key)
EINITIN level): Chinese T

Fage 1D digEnriaddlL ocation{Provider)




Scroll to the bottom of the previous screen.
Enter the Fiscal Year End Date relevant to your agency.

Indicate the Distinct Part Unit
Click OK.

State Facility ID: ‘

Licensed Medicaid Bed(s): ‘

Licensed Medicaid/Medicare Bed(s}): ‘

{Dual Certified)

Swing Bed(s) ‘

Licensed LTC Unit{s}: ‘

lacnleanCas)

Distinct Part Unit: § None

Psych
Skilled Mursing

Page |0 digEnrlAddLocation{Provider)

UMCE AUOTS. | |_|| L UITMTIITOMCE T FTETETENCE! T -AANMFE S TNUIITE |_||
Handicap
Accessible: 5 |E| M
Accept 835 English: [
{reported at Language{s) Spoken: Ara_biu: [=1| (For Multiple Selection, use Cirl Key)
EINITIN level): Chinese ~
Facility Details -

Fiscal Year End Date: | 12431

{mmidd)

Licensed Medicare Bed(s):

Ventilator Dependent Unit{s}): |

Acute Care Bed(s) |

Temporarily Non Available: |

« OK

m

@

@ cancel




Click Add Address .

Application ID: 20150523999673

Click on the Primary Practice Location

hyperlink (in blue).

# | Locations List

To add/modify Pay To, Comespondence and Remittance Advice addresses, click on Location Type hyperlink.

Name: Helping Hands Chaore Senvices

‘ Fiter By H‘ ‘ ‘ ‘

H@Gn‘

! B Save Filters ‘ ‘ Y My Fiters ™
Daing Business As Location Type Location Details End Date
iy AY iy Av

Primary Practice Location 320 SWALNUT 5T, LANSNG, MICHIGAN 43933 123112999

o . i =

‘ i Delete ‘View P&ge." 1 ‘ O | Wraoe Count || (D SaveToLS Viewing Page: 1 et Py ¥l W Le
Application ID: 201505283999673 Name: Helping Hands Chore Services
10 add , click "Add Address’ button.
[ Location Details bad

Doing Business As: | ‘ Location Code: 01 Location Type: Primary Practice Location
n o
e — omes s B e [ s []
Handicap Accessible:
Accept 835(reported at EINTIN level): Language(s} Spoken: [;]
{For Multiple Selection, use Ctrl Key) | Chinese =+
cuavate: (123900 [
| Address List -
Address Type Address End Date

AY AT AT
Location 320 S WALNUT 5T, LANSING, MICHIGAN 48833 124312999
| il Delete |View Page:| 1 ®co | B Page Count Viewing Page: 1 rirst € Prev | ¥ Hext | 3 Last




In the Type of Address drop down menu, select Correspondence.

**All correspondences from the Home Help program will be sent to the address
entered here; therefore, enter the address where your agency regularly receives mail.

If that address is the same as the one entered previously, simply select Copy This
Location Address next to the Location Address.
Click OK.

B Print @ Help

Application ID: 20150523999673 Name: Helping Hands Chore Services

i | Add Provider Location Address W

Type of Address: | —SELECT— End Date: _

ocation Address: ¢

If a oepa ET1L OT urawe ber is required enter the infermation in line TWO.
(For example: DEPT 222 or DEPARTMENT 222, DRAWR 1111 or CRAWER 1111)
If an attenticn line is required, please enter the informaticn in Line THREE. (For example: ATTN: Billing Dept.)

Address Line 1: ‘ |’t Address Line 2: | |

Ente
; A Print @ Help
Address Line 3:

Application ID: 20150528999673 Name: Helping Hands Chore Services

| »

Page ID: digEnriLocationAddress{Provider) #i | Add Provider Location Address

Type of Address: | Correspondence |ZI x End Date: _

Location Addressl @ Copy This Location Addressl

If a department or drawer number is required enter the infermation in line TWO.
(For example: DEPT 222 or DEPARTMENT 222, DRAWR 1111 or DRAWER 1111)
If an attention line is required, please enter the information in Line THREE. (For example: ATTN: Billing Dept.)

Address Line 1: | 320 8 WALNUT 8T |* Address Line 2: | |

(Enter Street Address or PO Box Only)

Address Ling 3: | | City/Town: | LANSING =l o

Page ID: digEnrlLocationAddress{Provider)




Click Add Address .

Click OK.

Select Pay To in Type of Address.
Enter the required information indicated by the asterisk (*).

mps < My Inbox ~ Provider

> Mylnbox > Mew Enroliment > Atypical Agency Enroliment > General
Application 1D: 2015071612620
Bisave | To add additional addresses, click "Add Address” button.

B Location Details

Hame: Helping Hands Chore Services

Doing Business As: ‘

| Location Code: 01

Phone Humber: ‘ (517) 373-2076 | * Bun:l

Handicap Accessible:

Accept 835(reported at EINTIN level):

End Date: | 13/31/2999 -]

Facility Details

e

Swin

Temporarily Hon 4
Application 1D: 20150716126201

Add Provider Location Address

Address Type
Av

Correspondence

Location

ge [D: pgEnrolimentlocationGeneral(

| S E—

Office Hours:

5]

Language{s} Spoken:

{For Multiple Selection, use Cirl Key}

Fiscal Year End Date: | 12/31 x

{memidd)

Licensed Medicaid/Medicare Bed{s): |:|

{Dual Certified}

HName: Helping Hands Chore Senvices

Type of Addr{

Location Addr]

Location Type: Primary Practice Location

commncaton

Preference:

e T E—

{s}k

It a departmen@r dra| Remittance Advice nformation in line TWO.(For example: DEPT 222 or DEPARTMENT 222, DRAWR 1111 or DRAWER

1111} If an atteftion line is required, please enter the in

Address Line 1: | 320 5 WALNUT 5T *

{Enter Street Address or PO Box Only)

prmation in Line THREE. (For example: ATTN: Billing Dept.}

Address Line 3:

Country: | yyTED STATES  |=]|*

soessunez |

County: E

ZipCode: [42833 |[2014 [ @ vaidate Avdress

[

Page ID: digEnriLocationAddre

T




Notice the Correspondence, Location and Pay To rows have addresses.

Click Save.

Click Close on the next two screens to go back to the list of steps (Not shown).
The Close button is on the top left corner.

—— ==
CHAMPS < My Inbox~ Provider= >

A scott,5arah ~ Q Quick Find | Hote Pad @ External Links v % My Favorites ~ B Print @ Help

3 Wyinbox > New Enroliment > Atypical Agency Enroliment » General

Application 1D: 201507 16126201 Name: Helping Hands Chore Services

B save | flo add additional addresses, click "Add Address” button.

LOHIY BUSIESS ASS LOGALON 1YPE: FTHINETY FTAUICE LUCUUn

|Z|| Communication |Z| M

ce:

‘ LOGALON LOue;

Phone Number: | (517) 373-2076 | * B(lll:| | Fax Number:

|

Web Page:

Handicap Accessible:

Language{s) Spoken: i
Arabic (B

[12m12050 [

{For Multiple Selection, use Ctrl Key)
1213142999

Facility Details A

Office Hours:

H

Accept 835{reported at EIN/TIN level}:
Chinese ~

End Date:

State Facility ID:

[ 1]
i)
Licensed Medicare Bed{s): |:| Licensed Medicaid/Medicare Bedis): |:| Ventilator Dependent Unit |:|
{Dual Certfied) {sk
Swing Beds): |:| Acute Care Bed(sk: |:| Licensed LTC Unit{s: I:l 3
{Long Term Care)
Temporarily Hon Available: |:| Distinct Part Unit: o
Address List ~
[dress Type Address End Date
Av AT av
Correspondence 320 5 WALNUT ST, LANSING, MICHIGAN 48333 12/31/2809
Location 320 5 WALNUT 5T, LANSING, MICHIGAN 48333 12431/2559 |
Pay To 320 S WALNUT ST, LANSING, MICHIGAN 42333 1231125899 *
| Detste ® a0 | Page Count:1 | (@ SaveToXLS Viewing Page: 1 st | € Prev | | P Nedt | | P Last




Click on Step 3: Add Specialties hyperlink

Click Add.
Application |D: 20150709666544

i Enroll Provider - Atypical Agency

Step
Step 1: Provider Basic Infarmation
Step 2: Add Lacations

atep 3: Add Specialiies

Step 4: Add License/Ceriification/Cther

Step 5: Add Mode of Claim Submission/ED| Exchange
Step 6: Associate Billing Agent

Step 7. Add Provider Contralling Interest/Ownership Details
Step 8: Add Taxonomy Details

Step 8: Associate MCO Plan

Step 10: 835/ERA Enrollment Form

Name: Helping Hands Chore Senices

A

Business Process Wizard - Provider Enrollment {Atypical Agency). Click on the Step # under the Step Column.

Required Start Date End Date
Required 071092015 071092015
Required 0710912015 0710912015
Required

Ogtional

Required

Optional

Required

Optignal

Optional

Optional

Status
Complete
Complete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete

Incomplete

Step Remark

Step 11 Co o
Application I0: 20150523999673

Step 12 Sul

View Page I:EM OAdd

#  Specialty/Subspecialty List

Fter By B 0

Specialty/Subspecialty

AY

Name: Helping Hands Chaore Senvices

Pravider Type

AY

No Records Found !

End Date

iy

B saveFitters | ThyFifters ™




Choose 01- for Location .
For both Provider Type and Specialty , choose Home Help FAO.
Click OK.

***NOTE: FAO is an acronym for Facility/Agency/Organization.

2 Print @ Help

Application ID: 20150528999673 Name: Helping Hands Chore Senvices
i | Add Specialty/Subspecialty »
Location: | 01- |Z| T
B —
Provider Type: ‘ HOME HELP FADQ E|*

Specialty: ‘ HOME HELF FAO Iz”*

End Date: | | =] |

Add Subspecialty ~

Available Subspecialties Associated Subspecialties *

Mo Subspecialty

HE

vox

Page |D: digEnrlAddSpecialties(Provider)




Steps 4-6 are optional; most agencies do not need to complete these steps.
Click Step 7: Add Provider Controlling Interest/Ownership Detalls
hyperlink.

[
e :
{CHAMPS € Mylbox~  Provider~ »
X scott Sarah ~ Q ouickFind i NotePad @ FExternalLinks % MyFavorites B Print @ Help
> Myhnbox » New Enralment » Atypical Agency Enrolment
Application ID: 20150716126201 Name: Helping Hands Chore Sevices
# | Enroll Provider - Atypical Agency A
Business Process Wizard - Provider Enrollment {Atypical Agency}. Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required (718205 07162M5 Complete
Step 2. Add Locations Required 07H62015 07162015 Complate
Step 3: Add Speciaties Required 7162015 IF162M5 Complete
Step 4 Add License/Certification/Other Opfional Complete
Step 5: Add Mode of Claim Submission/ED| Exchange Optional Incompleta
Step 6: Associate Biling Agent Optional Incompleta
I Step 7: Add Provider Controlling Interest/Ownership Details I Required Incompleta
Step & Add Taxonomy Details Optional Incomplete
Step & Associate MCO Plan Optional Incomplete
Step 10: B35/ERA Enrolment Form Optional Incompleta
Step 11: Complete Enroliment Checkiist Required Incomplete
Step 12: Submit Enrolment Application for Approval Required Incompleta
View Page: ©ce Page Count:1 SaveToxL5 Viewing Page: 1 rirst | (€prev | ¥ onext | W Last




Click on the Add button to add a Managing Employee owner.

p—————
@nmns < Myinbox~  Provider~

X scott,Sarah v

| Hote Paa

@ External Links v

* My Favorites ~ 2 Print @ Help

% Mylnbox % Mew Enrollment » Atypical Agency Enrolment 3 General

Application ID: 20150716126201 HName: Helping Hands Chore Senices

=

Owners List
Filter By B ®co
Owner SSH/EINTIN Owner Information
—
Av AY

List Ownership Interest in other Entities reimbursible by Medicaid and/or Medicare.
Filter By [*] ' |®6o

Other Owner EINTIN Other Owner Information
—
Av AY

Type
av

No Records Found !

No Records Found !

Start Date

AY

~
| BSave Fiters I Th'ly Fiters™ |

End Date

[ BSave Fiters i Th'ly Fiters™ |

Address

AY




Choose Managing Employee in the Owner Type drop down menu.
Enter the required information, indicated by the asterisk (*).

Click Validate Address button (you cannot go any further without this).
Click OK.

**NOTE: Enter the percentage of the agency owned by the Managing Employee.
**NOTE: Entering the Zip Code will automatically update State, City/Town, and County .

Application 1D: 2015052899967 3 Name: Helping Hands Chore Services
Provider Controlling Interest’'Ownership a2
Owner Type:' __SELECT— - E*@ Percentage Owned: I:l* I
—SELECT—
SSN: |agent EIN/TIN:

Board of Directors/Officers/Principles

Legal Entity Name: gg:gg::: : ﬁzﬁrgiglﬁt:g;[q?’ Entity Business Hame: | |

Foreign, Nanresident Alien iBaing BUsIne S5 As)

First Name: ||Sovernment Last Mame: | |
Holding Company
sufig: ||[Pddual DOB: | | |

Phone Humber: |Managing SEULEOIE N Email: | |

Start Date; |L2ul-contractor : End Date: | & | 7
Address Line 1: = I Address Line 2: | |

(-Enter Street Address or PO Hox Only)

Address Line 3: | | City/Mown: | OTHER |Z||*
State/Province: | OTHER -] County: | OTHER -]

Country: | UMITED STATES |Z||* Zip Code: I| | € validate Address

" 0K @ cancel

Fl




Click on the Add button to add a Board of Director, Officer, or Principle Owner.

.
CHAMPS €  WNylboxv  Providerv

Q quickFind [ NotePad @ External Links~

X MyFavoritesv By Print @ Help

1 scott,Sarah ¥

» Mylnbox » New Enrolment » Afypical Agency Enrolmant » General

Application ID: 20150716126201
[0

#  Owners List

lFiI1er By B _

Owner SSNEINTIN
A

123456788

|iDeIete|ViewPage:|1 | (® 2o PageCount: 1

List Ownership Interest in other Entities reimbursible by Medicaid and/or Medicare.

Filter Gy B

Other Owner EINTIN
A

Oco

Owner Information

aY
Prestan, Bl

SaveToXLS

Oco

Name: Helping Hands Chore Senvices

Type
AY

lanaging Employee

Viewing Page: 1

Other Owner Information

No Records Found !

Start Date

AY

0THeRZMS

A
| BSave Fitters | | ?My Fiters™
End Date
Iy

123172059

€rrst | €Prev | ¥ N | B Last

: BSave Fiters | | ?My Fiters™ |

Address
AvY




Choose Board of Directors/Officers/Principles

down menu.

In the Owner Type drop

Enter the required information, indicated by the asterisk (*).
Click Validate Address button (you cannot go any further without this).

Click OK.

**NOTE: Enter the percentage of the agency owned by the BoD/Officers/Principles.
**NOTE: Entering the Zip Code will automatically update State, City/Town, and County

Application ID: 20150528999673

Provider Controlling InterestfOwnership

Owner Type:  SELECT—

—3ELECT—
SSH: =

Legal Entity Name: d dllid U T[]
. e 1(Corporate—r‘lon Charitable
Faoreign, Menresident Alien
First Name: | Sovernment

Haolding Company

Suffix: |[Individual

Limited liability Company
Phone Humber: |Managing Employes
Partnership

Start Date: | oy p-contractor

(0] g = =

Address Line 1: = I

(-Enter Street Address or PO Hox Only)

Address Line 3: | |

State/Province: | OTHER -]

Country: | UNITED STATES |Z||*

Name: Helping Hands Chore Services

Percentage Owned: I:l* I

EIN/TIN:

Entity Business Hame: |

{(Doing Business As)

Last Name: |

DDB:| |m

Email: |

End Date: |

Address Line 2: |

City/Mown: | OTHER

LI

County: | OTHER

[-]

Zip Code: I|

| € validate Address

+ 0K

| »

m

Fl




Click on the Add button to add either an Individual or Corporate Owner.

P——
@RI’DDS < My Inbox v Provider=

X scott,Sarah v

Hote Pad

» Mylnbox > New Enrollment » Atypical Agsncy Enroliment » General

Application ID: 20150716126201 Name: Helping Hands Chore Senvices

Owners List

Filter By E .

Owner SSN/EINITIN Owner Information Type

O AT ¥ AY

P restan, B anaging Employee
123456788 Prestan, Bill M Empl

F 5 reston B oard of Directors/0 flicers/Principles
123456789 Preston, Bill Board of Directors/O fiicers/Principl

| il Dalete ‘ View Page: ‘ 1 | ® G0 Page Count:1 Viewing Page: 1

List Ownership Interest in other Entities reimbursible by Medicaid and/or Medicare.
Filter By |ZI

Other Owner EINTIN
=
AY

Other Owner Information

AT

No Records Found !

@ External Linkz »

Start Date
AY

07162015

07162015

b My Favorites =

£ First

Address

AT

»
BSave Fiters | | Y My Fiters™

End Date
a¥
1203112959

1213172599

€Frev | ¥onest | W oLast

BSave Fiters | TMy Fitters™ |




Choose either a Corporate option OR Individual option in the Owner Type

drop down menu.

Enter the required information, indicated by the asterisk (*).
Click Validate Address button (you cannot go any further without this).

Click OK.

**NOTE: Enter the percentage of the agency owned by the Corporate/Individual Owner.
**NOTE: Entering the Zip Code will automatically update State, City/Town, and County

Application ID: 20150528999673

Provider Controlling InterestfOwnership

Owner Type:

—SELECT—
SSH: [pgent

= B Corpaorate - Charitable 501[c]3
Legal Bty Name: Corporate - Mon Charitable

—
First Name: |Government

Suffix; fIndividual

Phone Humber: |Managing Employes
Fartnership

Start Date: |Sub-contractar

Address Line 1: i I

(Enter Street Address or PO Box Only)

Address Line 3: | |

State/Province: | OTHER -]

Country: | UNITED STATES |Z||*

Name: Helping Hands Chore Services

Percentage Owned: * I

EIN/TIN:

Entity Business Hame: | |
{(Doing Business As)

Last Name: | |
bos: | | |
Email: | |
End Date: | | = | ;

Address Line 2: | |

City/Town: | OTHER |Z||*

County: | OTHER -]

Zip Code: I| | & validate Address | =

-




Click on the Managing Employee SSN hyperlink (in blue).

Application ID: 20150528999673

#  Owners List

|Fiersy | | [0
Owner SSNEINTIN Owner Information

AV iy

123456758 Preston, Bl

123456728 Preston, Bl

123456759 Preston, Bl

‘ il Delste |‘-l'iew P&ge'-‘ g ‘ ®co | Krage count SaveTodLs

Name: Helping Hands Chore Senvices

Owner Type
AY

Managing Employee

Board of Directors/Officers/Principles

Individual

Viewing Page: 1

Start Date
iy

6/04i2015

16/04i2015

061042115

' B Save Filters ‘ [TMy Filters ™ |

End Date

AY
1203112559
1203112599

1203112599

rist $mey | ¥ olext | W Last




Click Add.

Select Your Name under the Owner Name drop down menu.

Select None under the Relationship drop down menu.
Click OK.

**NOTE: If more than one name is listed under Owner Name , you will have to repeat these steps
for the other names [i.e., click Add, select next name in Owner Name , choose the relationship].

Application ID: 20150528939673

Name: Helping Hands Chore Senvices
| ESa\re Elvigw Screening Result

BAM | 1£3%UU0Y

EIMITING
Legal Entity Name: '

(As shown on the Income Tax Return)

Entity Business Name:
First Name: | Bil

(Doing Business As)

Last Name: | Preston
B Print @ Help

Application ID: 20150528939673

Name: Helping Hands Chore Services
Modify Owner Relationship

m

Owner Name: | PrestonBill |ZI

Relationship: | None E|

Page ID: digOwnerRelationship{Provider)

Tz

© add [ B nactivate

Page 1D: pgEnrimniManageOwner{Provider)

Environment UAT {Server. wiw301 85 - Build R8_54)

Server Time: 06/02/2015 10:26:29 EDT




Your name will be added to the Owner Name column.
At the bottom of the page, click on the “Final Adverse Legal
Actions/Convictions Disclosure” hyperlink.

Application ID: 2015052399967 3 Name: Helping Hands Chore Senvices
= View Screening Rezut
Address Line 1: ‘ 320 3 WALNUT 8T ‘* Address Line 2: ‘ ‘
(Enter Street Address or PO Box Only)
Address Line 3:‘ ‘ City/Town: ‘LANSING B‘*
StatelProvince: | MICHIGAN B County: | INGHAH [
Country: ‘ UNITED STATES B| Zip Code: ‘ 4393 H 2014 H © Vaidste Address
# | Relationship A
‘ Filter By B‘ [ B save fitters || ¥ty Fitters ™
Bill Preston
Owner Name Modified Date Operational Status
|
AY v Ay Ay
I Bill Preston None (15/28/2015 16:37.00 Active I

View PagF-‘: ®co | Wrage Count | (8 SaveToxLs Viewing Page: 1 Wrist | € Frav | P let W Last G

 "Final Adverse Legal Actions/Convictions Disclosura™

# | Final Adverse Legal Actions/Convictions Disclosur|

Question Answer Final Adverse Commen ts
Legal Action Imposed

I Click the link "Final Adverse Legal Actions/Convictions Disclosure” to read and answer the disclosure. Not Completed




Read the Final Adverse Legal Actions/Convictions statement.

Answer the question at the bottom by choosing yes or no and comment if
necessary.

Click OK.

Application 1D: 20150716126201 HName: Helping Hands Chore Services

FINAL ADVERSE LEGAL ACTIONS/CONYICTIONS -~

This section captures information on final adverse legal actions, such as convictions, exclusions, revocations, and suspensions. All applicable final adverse actions must be reported, regardless of whether any records were expunged or any appeals are pending

CONVICTIONS

1.The provider, supplier, or any owner of the provider or supplier was, within the last 10 years preceding enrollment or revalidation of enroliment, convicted of a Federal or State felony offense that CMS has determined to be detrimental to the bestinterests of the program and its
beneficiaries. Offenses include: Felony crimes against persons and other similar crimes for which the individual was convicted, including guilty pleas and adjudicated pre-trial diversions; financial crimes, such as extortion, embezlement, income {ax evasion, insurance fraud
and ather similar crimes for which the individual was convicted, including quilty pleas and adjudicated pre-trial diversions; any felony that placed the Medicaid program or its beneficiaries at immediate risk (such as a malpractice suit that results in a conviction of criminal
neglect or misconduct), and any felonies that would resultin a mandatory exclusion under Section 1128(a) of the Social Security Act

2 Any misdemeanor conviction, under Federal or State law, related to: {a) the delivery of an item or service under Medicaid or a State health care program, or (b} the abuse or neglect of a patient in connection with the delivery of a health care item or senvice.

3. Any misdemeanor conviction, under Federal or State law, related to theft, fraud, embezzlement, breach of fiduciary duty, or other financial misconduct in connection with the delivery of a health care item or service.

4. Any felony or misdemeanor conviction, under Federal or State law, relating to the interference with or obstruction of any investigation into any criminal offense described in 42 C.F.R. Section 1001.101 or 1001.201.

5. Any felony or misdemeanar conviction, under Federal or State law, relating to the unlawful manufacture, distribution, prescription, or dispensing of a controlled substance.

EXCLUSIONS, REVOCATIONS, or SUSPENSIONS

1. Any revocation or suspension of a license to provide health care by any State licensing authaority. This includes the surrender of such a license while a formal disciplinary proceeding was pending before a State licensing authority.

2. Any revocation or suspension of accreditation

3.Any suspension or exclusion from participation in, or any sanction imposed by, a Federal or State health care program, or any debarment from participation in any Federal Executive Branch procurerment or non-procurement program.
4 Any current Medicaid payment suspension under any Medicaid enroliment

5. Any Medicaid revocation of any Medicaid provider billing number.

1. Have you, under any current or former name or business identity, ever had a final adverse legal action listed above imposed against you?

FINAL ADVERSE LEGAL ACTION/CONVICTION ACTION HISTORY

t. Have you, under any current or former name or business identity, ever had a final adverse legal action listed above imposed againstyou? ¢ Yes & No I




Click Close to go back to the Owner’s List screen.

Click on the BoD/Officers/Principles

SSN hyperlink (in blue).

Application ID: 20150528999673

Vigw Screening Result

JAN: | 1Lo%Uui ol

Legal Entity Name: !
(A= shown on the Income Tax Return)

First Name: | Bill

Phone Number: |(517) 373-2076 *Extn: |

Start Date: | 05/28/2015

Address Type: Home Address

*

Address Ling 1: | 320 SWALNUT 8T

(Enter Street Address or PO Box Only)

Application ID: 20150523999673

#  Owners List
(G| [ (24
Page ID: pgEnrim |F'“E’EY BH H

Owner SSNEINTIN Owner Information
AV AT
123456788 Prestan,Bil
123456785 Preston, Bill
Preston,Bil

SaveToXL3

‘ i Delzte ‘View Pﬂge‘-‘ 1 ‘ ©zo | Brage count

o]

Name: Helping Hands Chore Senvices

EINS 1IN |

Entity Business Name:
{Doing Business As)

Last Name: | Preston

DOB: | 01014380

+

Email: |

End Date: | 12/31/2838

Address Line 2: |

Name: Helping Hands Chore Services

Owner Type
iV

Wanaging Employee

< Board of Directors/Officers/Principles >

Individual

Viewing Page; 1

Start Date
v

0611412015

0642015

061042015

m

; B save Fitters Elﬂy Fittars ™ |

End Date

iy

123112999
123112999
123112599

rist | € Prev | ¥ Het | Last




Click Add.

Select Your Name under the Owner Name drop down menu.

Select None under the Relationship drop down menu.
Click OK.

**NOTE: If more than one name is listed under Owner Name , you will have to repeat these steps
for the other names [i.e., click Add, select next name in Owner Name , choose the relationship].

Application ID: 20150528939673

Name: Helping Hands Chore Senvices
| ESa\re Elvigw Screening Result

BAM | 1£3%UU0Y

EIMITING
Legal Entity Name: '

(As shown on the Income Tax Return)

Entity Business Name:
First Name: | Bil

(Doing Business As)

Last Name: | Preston
B Print @ Help

Application ID: 20150528939673

Name: Helping Hands Chore Services
Modify Owner Relationship

m

Owner Name: | PrestonBill |ZI

Relationship: | None E|

Page ID: digOwnerRelationship{Provider)

Tz

© add [ B nactivate

Page 1D: pgEnrimniManageOwner{Provider)

Environment UAT {Server. wiw301 85 - Build R8_54)

Server Time: 06/02/2015 10:26:29 EDT




Your name will be added to the Owner Name column.
At the bottom of the page, click on the “Final Adverse Legal

Actions/Convictions Disclosure” hyperlink.

Application ID: 2015052399967 3 Name: Helping Hands Chore Senvices

= View Screening Rezut

‘ &

Address Line 1: ‘ 320 3WALNUT 8T Address Line Z: ‘

(Enter Street Address or PO Box Only)
AddressLine 3. | CityTown: | LANSING [
StatelProvince: | MICHIGAN B County: | INGHAH [

ZipCode: ‘ 41933 H 2014 H © Validate Address

Country: ‘ UNITED STATES B|

Relationship A
‘ Filter By B‘ ‘ B save fitters || ¥ty Fitters ™
Bill Preston
Owner Name Modified Date Operational Status
=
N AY T L 'R 4 Y

Bill Preston None (15/28/2015 16:37.00 Active
ViewPage= ®co | W Page Count | (8 SaveToxLs Viewing Page: 1 Wrist | € Frav | P let W Last G

e

“Final Adverse Legal Actions/Convictions Disclosure”

Final Adverse Legal Actions/Convicticns Disclosure

Question Answer Final Adverse Comments
Legal Action Imposed

Mot Completed

Click the lifl “Final Adverse Legal Actions/Convictions Disclosure” to read and answer the disclosure.




Read the Final Adverse Legal Actions/Convictions statement.

Answer the question at the bottom by choosing yes or no and comment if
necessary.

Click OK.

Application ID: 20150523999673 Name: Helping Hands Chore Services

FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS ~
This section capiures information on final adverse legal actions, such as conviclions, exclusions, revocations, and suspensions. All applicable final adverse aclions must be reported, regardless of whether any records were expunged or any appeals are pending.

CONVICTIONS

1.The provider, supplier, or any owner of the provider or supplier was, within the last 10 years preceding enroliment or revalidation of enrollment, convicted of a Federal or State felony offense that CMS has determined to be defrimental to the best interests of the program and its beneficiaries.
Offenses include: Felony crimes against persons and other similar crimes for which the individual was corwicted, including guilty pleas and adjudicated pre-trial diversions; financial crimes, such as extortion, embezzlement, income tax evasion, insurance fraud and other similar crimes for which
the individual was convicted, including guilty pleas and adjudicated pre-trial diversions; any felony that placed the Medicaid program or its beneficiaries atimmediate risk (such as a malpractice suitthat results in a conviction of criminal neglect or misconduct); and any felonies that would result
in a mandatary exclusion under Section 1128(a) of the Social Security Act

2 Any misdemeanor conviction, under Federal or State law, related to: {a) the delivery of an item or service under Medicaid or a State health care program, or (b) the abuse or neglect of a patient in connection with the delivery of a health care item or senice

3.Any misdemeanar conviction, under Federal or State law, related to theft, raud, embezziement, breach of fiduciary duty, or other financial misconduct in connection with the delivery of a health care item or service.

4. Any felony or misdemeanaor conviction, under Federal or State |aw, relating to the interference with or abstruction of any investigation into any criminal offiense described in 42 C.F.R. Section 1001.101 or 1001.201.

5.Any felony or misdemeanor conviction, under Federal or State |aw, relating to the unlawful manufacture, distribution, prescription, or dispensing of a controlled substance.

EXCLUSIONS, REVOCATIONS, or SUSPENSIONS

1.Any revocation or suspension of a license to provide health care by any State licensing authority. This includes the surrender of such a license while a formal disciplinary proceeding was pending before a State licensing authority.
2. Any revocation or suspension of accreditation.

3. Any suspension or exclusion from paricipation in, or any sanction imposed by, a Federal or State health care program, or any debarment from participation in any Federal Executive Branch procurement or non-procurement program
A Any current Medicaid payment suspension under any Medicaid enroliment.

5. Any Medicaid revocation of any Medicaid provider billing number.

1. Have you, under any current or former name or business identity, ever had a final adverse legal action listed above imposed against you?

FINAL ADVERSE LEGAL ACTIONICONVICTION ACTION HISTORY

I 1. Have you, under any current of former name or business identity, ever had a final adverse legal action listed above imposed againstyou? © Yes @ No  Comments (optional):

ge |D: digOwnerCheckList{Provider)




Click Close to go back to the Owner’s List screen.
Click on the Individual/Corporate SSN hyperlink (in blue).

Application ID: 20150528999673

Vigw Screening Result

JAN: | 1Lo%Uui ol

Legal Entity Name: !
(A= shown on the Income Tax Return)

First Name: | Bill

Phone Number: |(517) 373-2076 *Extn: |

Start Date: | 05/28/2015

Address Type: Home Address

*

Address Ling 1: | 320 SWALNUT 8T

(Enter Street Address or PO Box Only)

Application ID: 20150523999673

#  Owners List

Page ID: pgEnrim |F'“E’EY BH H |

Owner SSNEINTIN Owner Information
av AY
123456788 Preston,Bill
123456789 Preston Bill
123456788 Preston Bill

SaveToXL3

‘i Delete ‘View Page:| 1 ‘ ©zo | Brage count

Name: Helping Hands Chore Senvices

EINS 1IN |

Entity Business Name:
{Doing Business As)

Last Name: | Preston

DOB: | 01014380 *

Email: | |

End Date: | 12/31/2838

Address Line 2: | |

Name: Helping Hands Chore Services

Owner Type
iV

Wanaging Employee

Board of Directors/Officers/Principles

Viewing Page; 1

Start Date
v

0611412015

0642015

061042015

m

B save Fitters [ Y MyFitters

& First

End Date

4y
1213112509
123172999

123112599

Cree ¥ let | B Last




Click Add.

Select Your Name under the Owner Name drop down menu.

Select None under the Relationship drop down menu.
Click OK.

**NOTE: If more than one name is listed under Owner Name , you will have to repeat these steps
for the other names [i.e., click Add, select next name in Owner Name , choose the relationship].

Application ID: 20150528939673

Name: Helping Hands Chore Senvices
| ESa\re Elvigw Screening Result

BAM | 1£3%UU0Y

EIMITING
Legal Entity Name: '

(As shown on the Income Tax Return)

Entity Business Name:
First Name: | Bil

(Doing Business As)

Last Name: | Preston
B Print @ Help

Application ID: 20150528939673

Name: Helping Hands Chore Services
Modify Owner Relationship

m

Owner Name: | PrestonBill |ZI

Relationship: | None E|

Page ID: digOwnerRelationship{Provider)

Tz

© add [ B nactivate

Page 1D: pgEnrimniManageOwner{Provider)

Environment UAT {Server. wiw301 85 - Build R8_54)

Server Time: 06/02/2015 10:26:29 EDT




Your name will be added to the Owner Name column.
At the bottom of the page, click on the “Final Adverse Legal
Actions/Convictions Disclosure” hyperlink.

Application ID: 20150528999673 Name: Helping Hands Chare Services
= View Screening Result
Address Line 1 ‘ 320 SWALNUT 8T ‘* Address Line 2; ‘ ‘
(Enter Street Address or PO Box Only)
Address Line 3: ‘ ‘ City/Town: ‘ LANSING B‘*
State/Province: | MICHIGAN B Couty: | INGHAN [
Country: ‘ UNITED STATES B| Zip Code: ‘ 43922 H 2014 H © Valdate Address
#  Relationship A
‘ Filter By B‘ I: B save fitters | | T myFiters ¥
Bill Preston
Owner Name Modified Date Operational Status
=
AY v L Ay Ay
Bill Preston None (15/28/2015 16:37.09 Active I

View Page= Oz WPz Count || B SaveTonls Viewing Page: 1 rist | € Prev | ¥ oHedt W Lagt G

e

"Final Adverse Legal Actions/Convictions Disclosura™

# | Final Adverse Legal Actions/Convictions Disclos|

Question Answer Final Adverse Comments
Legal Action Imposed

Click the link "Final Adverse Legal Actions/Convictions Disclosure™ to read and answer the disclosure. Not Completed




Read the Final Adverse Legal Actions/Convictions statement.

Answer the question at the bottom by choosing yes or no and comment if
necessary.

Click OK.

Application ID: 20150523999673 Name: Helping Hands Chore Services

FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS ~
This section captures information on final adverse legal actions, such as convictions, exclusions, revocations, and suspensions. All applicable final adverse actions must be reported, regardless of whether any records were expunged or any appeals are pending.

CONVICTIONS

1.The provider, supplier, or any owner of the provider or supplier was, within the last 10 years preceding enrollment or revalidation of enrollment, convicted of a Federal or State felony offense that CMS has determined to be defrimental to the best interests of the program and its beneficiaries
Offenses include: Felony crimes against persons and other similar crimes for which the individual was convicted, including guilty pleas and adjudicated pre-trial diversions; financial crimes, such as extortion, embezzlement, income tax evasion, insurance fraud and other similar crimes for which
the individual was convicted, including guilty pleas and adjudicated pre-trial diversions; any felony that placed the Medicaid program or its beneficiaries atimmediate risk (such as a malpractice suit that results in a conviction of eriminal neglect or misconduct); and any felonies that would result
in a mandatory exclusion under Section 1122(a) of the Social Security Act

2 Any misdemeanar conviction, under Federal or State law, related to: (a) the delivery of an item or service under Medicaid or a State health care program, or {b) the abuse or neglect of a patient in connection with the delivery of a health care item or senvice.

3. Any misdemeanar conviction, under Federal or State law, related fo thefl, fraud, embezzlement, breach of fiduciary duty, or other financial misconduct in connection with the delivery of a health care item or service.

4. Any felony or misdemeanor conwiction, under Federal or State law, relating to the interference with or obstruction of any investigation into any criminal offense described in 42 C.F.R. Section 1001.101 or 1001.201.

5. Any felony or misdemeanor conviction, under Federal or State |aw, relating to the unlawful manufacture, distribution, prescription, or dizpensing of a controlled substance.

EXCLUSIONS, REVOCATIONS, or SUSPENSIONS

1.Any revocation or suspension of a license to provide health care by any State licensing autharity. This includes the surrender of such a license while a formal disciplinary proceeding was pending before a State licensing avthority.

2 Any revocation or suspension of accreditation

3.Any suspension or exclusion from participation in, or any sanction imposed by, a Federal or State health care program, or any debarment from participation in any Federal Executive Branch procurement or non-procurement program
4.Any current payment suspension under any enraliment.

5. Any Medicaid revocation of any Medicaid provider billing number.

1. Have you, under any current or former name or business identity, ever had a final adverse legal action listed above imposed against vou?

FINAL ADVERSE LEGAL ACTION/CONVICTION ACTION HISTORY

I 1. Have you, under any current of former name or business identity, ever had a final adverse legal action listed above imposed againstyou? @ Yes @ No  Comments (optional):
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Click Save.
Click Close.
Click Close.
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Steps 8-10 are optional. Most agencies do not need to complete these steps.

Click on the Step 11: Complete Enroliment Checklist

Application ID: 20150703666544

i Enroll Provider - Atypical Agency

Step

Step 1: Provider Basic Information

Step 2 Add Locations

Step 3 Add Specialties

Step 4 Add License/Cenification/Othar

Step 5; Add Mode of Claim Submission/EDI Exchange
Step 6: Associate Billing Agent

Step 7; Add Provider Controlling InterastiOwnership Details
Step &: Add Taxonomy Details

Step §: Associate MCO Plan

Step 10: 835/ERA Enrallment Form

Step 11; Complete Enroliment Checkist

Step 12 Submit Enrollment Application for Appraval
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Business Process Wizard - Provider Enrollment {Atypical Agency). Click on the Step # under the Step Column.
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Answer the Provider Checklist questions by choosing Yes or No in the drop down menus of

the Answer column.
Click Save.
Click Close.

Application ID: 20150523999673 Name: Helping Hands Chaore Senvices
l © Close

Provider Checklist

Question

Are you interested in working for other Home Help cliente? (If you say nothis will not affect your current work.)

If you are interested in working for other clients do you authorize us to put your contact information on our Provider Regisiry List so that you can be contacted for additional work?
Do you want your name removed from our Provider Registry?

Have you ever been removed or told that you cannot participate in a State funded program? If yes, please tell us what program and why.
Have you ever baen removed or told that you cannot participate in a Federally funded program? If yes, please tell us what program and why.
Have you ever had any criminal convictions? If yes, please tell us what for?

Are you providing services as a Business? If yes, what is the name of the business.

Do you perform services as an agency with 2 or more employees?

What county do you plan to work in?

What is the name of the Adult Services Worker you are working with?

Are you a Medicare cerlified home health agency?

|understand that my information will be used to conduct a review of my criminal history | may have and the results of that review could possibly make me ineligible to work as a provider in the Home Help program. | also understand that the results of my criminal history
screening will be shared with necessary MDCH and MOHS staff, as well as any potential client.

| alsp acknowledge that | am required to update any changes in the enrollment within 10 days of that change.
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Click on the Step 12: Submit Enrollment Application for Approval hyperlink.
By clicking the Next button, you “agree that the information submitted as a part of the
application is correct (Private and Confidential)”.

Application ID: 20150709666544

& | Enroll Provider - Atypical Agency

Step
Step 1. Provider Basic Information
Step 2 Add Locations

Step 3: Add Specialties
Step 6: Associate Billing Agent
Step 8 Add Taxonomy Details

Step 9: Associate MCO Plan

Step 10: 835/ERA Enrollment Farm

Name: Helping Hands Chore Senvices

A

Business Process Wizard - Provider Enroliment {Atypical Agency). Click on the Step # under the Step Column.
Required Start Date End Date Status Step Remark
Required 07i09/2015 07i09/2015 Complete
Required 07i09/2015 071082015 Complete
Required 07/09/2015 071092015 Complete
Step 4, Add License/Certification/Other Optional Incomplete
Step 5, Add Mode of Claim Submission/ED| Exchange Required 07/09/2045 0710812015 Complete
Optional Incomplete
Step 7: Add Provider Confrolling Interest/Ownership Details Required 07/09/2015 07/09/2015 Complete
Optional Incomplete
Optional Incomplete
Optional Incomplete
Step 141: Complete Enroliment Checklist Required 07108/2015 07/09/2015 Complete
Step 12: Submit Enrollment Application for Approval Required Incomplete
\rnewPage:L L il | £ Vimuina Dann: 4 a2 * - a
Application ID: 20150528999673 Name: Helping Hands Chore Services
Final Submission L]
Application ID: 20141203023112 Enrollment Type: HIPAA-Exempt IndividualiSole Proprietor
The information submitted for enrollment shall be verified and reviewed by the State.
During this time, any changes to the information shall not be accepted.
@lhal the information submitted as a part of the application is correct (Private and Confidential).
- £ . Applicatiocn Document Checklist ~

Forms/Documents

av

Special Instructi{

AY

| agree that the information submitted as a part of the application is correct {Private and Confidential}.

7]




Read the Terms and Conditions (Enroliment Process) statement.
Check the box at the bottom indicating you have read and agree to the terms.
Click Submit Application .

Application ID: 20150528999673 Name: Helping Hands Chore Services

After reading the Terms and Conditions be sure to check the agreement box located at the end of the document.

Terms and Conditions (Enrollment Process)
1.As an individual provider of Home Help services, | agree that the Medicaid beneficiary is considered the employer. | am nat employed by the Michigan Depariment of Community Health (MDCHY, the Department of Human Services (DHS), or the State of Michigan.
2.As aHome Help provider agency, | agree thatthe agency contract is with the Medicaid beneficiary. The agency contract is not with the Michigan Department of Community Health (MDCH), the Department of Human Senvices or the State of Michigan.
3.1 agree that personal care services will be provided for a Michigan Medicaid beneficiary, as authorized by the Michigan Depariment of Human Services (DHS) according to the DHS Adult Services Comprehenzive Assessment.

4.Under Section 3504 of the Internal Revenue Caode, | agree to accept the Michigan Department of Community (WDCH) as the acting agent of the beneficiary for the deduction ofwithholding of FICA taxes. | understand that federal, state and city taxes are not withheld. | further
agree to accept payments issued by MDCH as paymentin full and natto seek or accept additional payments from the beneficiary or any other source
5.1 agree to return any payments received for Home Help services not provided. | understand that accepting payment for senvices | did not provide is fraudulent and could resultin criminal charges.

6.1 understand that the Home Help program is funded by Medicaid and payments will not be approved by the Depariment if the beneficiary;s Medicaid eligibility is inactive.
7.In orderto receive payment, | agree to keep and submitto MDCH, DHS or their designee, any and all records necessary to disclose the extent of services provided to the beneficiary.
8.Uponrequest, | agree to provide MDCH, DHS or their designee, any information regarding senices ar purchases for which payment waz made
9.Upaon request, | agree to provide MDCH, DHS or their designee, any buginess transaction information as gpecified by 42 CFR 455.105.
10.1 understand | will be subjectto a criminal history screening and may not qualify to be a home help provider.
11.1 agree to cooperate with MDCH, DHS or their designee, regarding any audits, investigations arinquiries related to Home Help senvices provided
12.1 agree to report any changes relative to the beneficiary including but not limited to hospitalizations, nursing home stays or discontinuation of senvices.

13.1 agree to comply with the privacy, security and confidentiality provisions of all applicable laws governing the use and disclosure of protected health information (PHI), including the privacy requlations adopted by the U.S. Depariment of Health and Human Senvices under the
Health Insurance Portability and Accountability Act of 1996 (HIPAA), and Public Acts 104-191 (45 CFR pars 106 and 164, Subparis A, C, and E).
14.| agree to comply with the provisions of 42 CFR 431.107 and Act No. 280 of the Public Acts 0f 1839, a5 amended, which state the conditions and requirements under which participation in the Wedical Assistance Program is allowed.

W By checking this, | acknowledge that | have read the terms and agreement and | agree to fully comply with all program requirements.




Click OK in the textbox that will pop up.
You will be sent back to the Enroll Provider
Click Close.

page.

This will return you to the CHAMPS home page.

7 A
Message from webpage l‘:"-l

i Your Application Number 2011203023112 has been successfully
_+\ submitted for State review. Return to CHAMPS with this application
number to track the status of your application,

0K

Step

Step 1: Provider Basic Information

Step 2 Add Locations

Step 3 Add Specialties

Step 4: Add LicenseiCertification/Other

Step 5: Add Mode of Claim Submission/ED| Exchange
Step 6: Aszociate Billing Agent

Step 7: Add Provider Controlling InterestOwnership Details
Step 8 Add Taxonomy Details

Step 9: Associate MCO Plan

Step 10: 835/ERA Enroliment Form

Step 11: Complete Enrollment Checklist

Step 12: Submit Enroliment Application for Approval

View Page: ®co PageCount:1 | B SaveToXLS

Name: Helping Hands Chore Semvices

A

Business Process Wizard - Provider Enrollment {Atypical Agency). Click on the Step # under the Step Column.

New Enroliment

Track Application

Enroll As A New Provider

Track Existing Provider Application

Required Siart Date End Date Status Step Remark
Required 07/09/2015 07/09/2015 Complete
Required 07/09/2015 07/09/2015 Complete
Required 07109/2015 07/09/2015 Complete
Optignal Incomplete
Required 07i09i2015 07/09/2015 Complete
Optional Incomplete
Required 07i09/2015 07/08/2015 Complete
Optignal Incomplete
Optional Incomplete
Optional Incomplete
Required 07/09/2015 07/08/2015 Complete
Required 07/09/2015 07/08/2015 Complete
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Tracking Your Application

How to Verify the Status of Your Application




If you would like to check the status of your application, you can do so from the CHAMPS

homepage:

On the home page, click the Track Application hyperlink (in blue).

Enter your Application ID number. Click Submit .
A text box will pop up with a statement about the status of your application. Click OK.
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T
(CHAMPS ¢ Provider~
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#  Provider Enroliment

)

New Enroliment Enroll As A New Provider

Track Application Track Existing Provider Application

(xJOEW| @ submit

i | Track Existing Application

# | Request Domain access

Please provide the Application ID to track your application.
Application ID: y I

Click the below link if you are an Existing Home Help Individual or Agency accessing CHAMPS system for the first time. provide the Application ID to track your application.

Request Domain Access

7

; '
Message from webpage - &J

i Your application is currently In-Review by the MDCH Provider
/ 8\ Enrollment Unit. You cannot make any modifications to your
enrollment information at this time.




Provider Resources

Home Help Provider Support Hotline:
1-800-979-4662

Home Help Provider Support Email:
ProviderSupport@Michigan.gov

Home Help Provider FAQ document: Go to
Michigan.gov/homehelp and click on the Home Help
Freguently Asked Questions (FAQSs) link under the
Additional Home Help Resources heading




